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Objective(s): Iliofemoral thrombosis in renal transplant patients can
lead to transplant failure from venous outflow obstruction. We report the
endovascular management of such a patient using recanalization techniques,
mechanical thrombectomy, and stent deployment.
Methods: A 77-year-old woman with cadaveric renal transplant underwent
abdominal hysterectomy and salpingo-oophorectomy for an adnexal mass. The
right iliacveinwas involved.Lateral venoraphywas required formass removal.Renal
failure developed postoperatively. Duplex ultrasound imaging showed no flow
through the right iliofemoral venous system.Lower extremity venogramconfirmed
a thrombotic occlusion from the right femoral vein to the inferior vena cava (IVC).
The transplant renal vein had intraluminal thrombus and reduced flow (Fig 1).
Results: Bilateral femoral vein access was obtained. A retrievable filter was
placed in the IVC below the renal veins. The occlusion was traversed using
angled glidewires and catheters inserted through the left groin. The wire was
maneuvered retrograde out through the contralateral sheath and reversed via
catheter exchange back up the right side into the IVC. Mechanical thrombec-
tomy was performed, including within the transplant renal vein. Contrast
extravasation at the site of operative repair was noted. A covered stent (Viabahn)
was placed over a narrowed portion of the right common iliac vein (Fig 2),
re-establishing flow into the IVC. To prevent thrombus extension into the
transplant kidney, aWallstent was deployed across the transplant vein anastomo-
sis.Microcatheter venography of the transplant vein demonstrated free flow andno
residual thrombus. Dialysis was required for 6 days. The patient was discharged on
postoperative day 15withnormal creatinine.Duplex ultrasound imaging2months
later showed a patent transplant renal vein and iliac vein stents (Fig 3). The
transplant kidney function remains normal at 12months after the intervention.
Conclusions: We report the successful endovascular salvage of a transplant
kidney after venous outflow obstruction from iliac vein thrombosis.
AUnique Technique for Intentional Occlusion of an Abdominal Aortic
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Objective(s): We report the case of a 78-year-old man with severe
chronic obstructive pulmonary disease, aortoiliac occlusive disease, and a
7-cm infrarenal abdominal aortic aneurysm (AAA). He also had a 5-cm
right common iliac artery (CIA) aneurysm (CIAA) with right external
iliac artery occlusion (Fig 1). The patient had undergone axillobifemoral
bypass graft placement 10 years prior for disabling claudication. We
describe the use of an infrarenal aortouniiliac graft and subsequent
intentional graft occlusion as an endovascular solution.
Methods: Under locoregional anesthesia, percutaneous access for
periprocedural imaging was obtained via the right brachial artery. A left
retroperitoneal incision allowed access to the left CIA. The right internal
iliac artery and CIAA were coil embolized. A Renu aortoiliac graft (Cook
Medical, Bloomington, Ind) was deployed via the left CIA. The en-
dograft was intentionally occluded with a Cook Zip occluder, and two
Amplatzer plugs (AGA Medical, Plymouth, Minn). The left CIA was
surgically ligated distal to the endograft, excluding both aneurysms. The
left hypogastric artery maintained retrograde perfusion via the previously
placed axillobifemoral graft (Fig 2).
Results: The patient tolerated the procedure and remains asymptom-
atic 6 months after surgery, with demonstrated occlusion of the infrarenal
aorta, the AAA, and CIAA, and no enlargement of either aneurysm sac. The
axilobifemoral bypass remains patent (Fig 3).
Conclusions: We have described a unique case of intentional endo-
vascular aortic occlusion for the treatment of an AAA in the setting of
severe aortoiliac disease and a previous axillobifemoral bypass graft. This
technique may be useful in select high-risk AAA patients with similar
anatomic circumstances.
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